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The existence and character of the relationship between
a patient and provider are probably key variables determining the per-
formance of the medical care system. Prior analyses of this relationship
have addressed it as three largely distinct areas: the patient having a
usual source, a personal physician, or a central source; the concept of
managing physician, primary physician or gatekeeper; and,-the patient-
physician interpersonal or therapeutic relationship.
If the relationship between provider and patient is important, then
there is a need to answer the questions: Are there factors that influence
the existence or strength of the relationship and, if so, what are they?
How do the existence and strength of the relationship influence choice of
source, use, quality, compliance, efficiency, and satisfaction? Will the ad-
dition of a measure (or measures) of the existence and characteristics of
the patient-provider relationship improve our ability to explain the func-
tioning of the health ’care system? How can the relationship between
patient and system or provider be characterized in ways useful for re-
search and policy analysis?
This article has four major objectives: to establish the importance
of usual source (personal physician or managing physician) to health
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system behavior and, therefore, to establish the need for useful defini-
tions and operational measures of the concept(s); to establish that the
existing definitions and measures are inadequate; to establish that the
existing information about these topics is inadequate; and to propose a
set of definitions and a conceptualization. Two of the objectives-to es-
tablish the importance of the characteristics of the relationship between
patient and provider to performance of the health care system and to
establish that the existing information is not adequate-can be addressed




The importance to health system performance of the patient having
a usual source or a personal physician, or of there being a physician who
assumes responsibility for a patient, has been established in numerous
studies, although exceptions do exist (Bice and White 1969; Gordis and
Markowitz 1971; Roos et al. 1980). Studies which relate aspects of the
physician-patient relationship to a variety of areas of performance in-
dude: (1) the amount of use (Aday 1975, 1976; Andersen and Aday 1978;
Berki and Ashcraft 1979; Berki et al. 1978; Colle and Grossman 1978;
Hershey, Luft, and Gianaris 1975; Kennedy 1979; Koplin, Hutchison, and
Johnson 1959; Kronenfeld 1978a, 1980; Luft, Hershey, and Morrell 1976;
Marcus 1981; Marcus and Stone 1984; Scitovsky, Benham, and McCall
1979); (2) delay in use (Steinwachs and Yaffe 1978); (3) preventive use
(Berki and Ashcraft 1979; Hershey, Luft, and Gianaris 1975; Lave et al.
1979; Marcus 1981; Marcus and Stone 1984; Mindlin and Densen 1969);
(4) compliance (Becker, Drachman, and Kirscht 1974; German, Skinner,
and Shapiro 1976; Strecher 1982); (5) choice of source (Anderson and
Sheatsley 1959; Ashcraft 1978; Berki et al. 1977; Donabedian 1969; Kretz,
Mitchell, and Wallack 1980; Leveson 1972; Roghmann et al. 1975; Tessler
and Mechanic 1975; Wallack and Kretz 1981); (6) emergency room use
(Kelman and Lane 1976; Weinerman et al. 1966); (7) doctor shopping
(Greene, Gillings, and Salber 1979; Kasteler et al. 1976; Olsen, Kane, and
Kasteler 1976); (8) patient satisfaction (Alpert et al. 1970; Breslau 1982;
Breslau and Mortimer 1981; Fisher 1971; Kasteler et al. 1976; Linn 1975;
Ware, Davies-Avery, and Stewart 1978); (9) efficiency and duplication
(Alpert et al. 1970); and (10) appointment keeping (Alpert et al. 1970;
Becker, Drachman, and Kirscht 1974; Deyo and Inui 1980; Hurtado,
Greenlick, and Colombo 1973; Poland 1976).
The attention being given to the role of a primary care gatekeeper
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(or managing physician) in controlling utilization and costs in Medicaid
programs and IPA-model HMOs and to integration of a capitated form
of payment with the managing physician supports the view that this is
an important area of study.
DEFICIENCIES IN
CURRENT KNOWLEDGE
Concern with the relationship between the patient and provider is
not new; some of the early medical care studies identified the importance
of the pattern of obtaining care and the relationship with a source (An-
derson and Sheatsley 1959; Koplin, Hutchison, and Johnson 1959; Solon,
Sheps, and Lee 1960a, b). However, with the exception of the work of
persons who have addressed the interpersonal role aspects of the phy-
sician-patient relationship, most of whom are sociologists, there has been
little research describing the characteristics of the relationship, its deter-
minants or its impact. Only one author, Solon (Solon 1967; Solon and
Rigg 1972), whose original papers were done with Sheps and Lee (Solon,
Sheps, and Lee 1960a, _b), has made a concerted effort to define the char-
acteristics of the relationship from the patients perspective. Even less has
been done on defining the relationship from the providers perspective
and almost nothing exists about the relationship between the provider
and patient perspectives.
Various authors have recognized the dearth of material. Wallack and
Kretz (1981) stated, &dquo;Some research into the impact of patient loyalty on
medical-care use already exists, but much more needs to be done.&dquo; How-
ever, they do not cite any existing research. Kasteler et al. (1976) noted,
&dquo;There appears to be almost a complete dearth of research pertaining to
doctor-shopping.&dquo; And Olsen, Kane, and Kasteler (1976) stated, &dquo;to our
knowledge there are no studies of the frequency with which doctor-shop-
ping actually occurs or the factors that may be associated with shopping.&dquo;
Ashcraft (1978) noted, &dquo;Studies ... are lacking ... of the effect of the
duration of prior relationships on consumers’ decisions to relinquish them.&dquo;
Ware, Davies-Avery, and Stewart (1978) reported, &dquo;Continuity of care, or
regularity of care source, is another infrequently measured dimension of
patient satisfaction.&dquo; Goldberg and Dietrich (1985) noted that &dquo;few if any
comparisons of the continuity of care that generalists and specialists pro-
vide to identified primary care patients have been reported.&dquo; Shear et al.,
in a 1983 report on a study of the effects of continuity on quality, conclude
that &dquo;future research ... is required to determine whether continuity has
a causal association with medical care outcome.&dquo;
In regard to the patient-physician relationship, Caterinicchio (1979)
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stated, &dquo;medical sociology is replete with studies describing and exploring
the many social, cultural, symbolic, psychological, behavioral, situational
and interpersonal dimensions of this important dyadic relationship. In
spite of these efforts surprisingly little is known about the situational and
interpersonal process-related variables which contribute to the develop-
ment and maintenance. of a successful treatment relationship.&dquo; According
to Aiken and her coauthors (1979), &dquo;little is known about the severity of
the lack of primary physician services as seen by patients or practicing
physicians.&dquo; &dquo;Little research has been done on who has a regular source,&dquo;
noted Lave et al. (1979). It seems reasonable to conclude that no group
of related variables that is mentioned as often, and that probably is as
important, remains so poorly defined and studied. Most of these quo-
tations are from articles published since 1978, which attests to the cur-
rency of this assessment of the state of our information.
The importance of this area of study is demonstrated by the long
list of references that report a relationship between having a usual source,
a personal physician, continuity, a number of sources, comprehensive
care, or a managing physician and such health system behaviors as use,
preventive use, timing or delay in use, site of use, choice, compliance,
satisfaction, and efficiency. While it will be argued that most of these
studies are not definitive, and that inadequacies in definition, measure-
ment and conceptualization have contributed to their limitations, there
is dear evidence of important relationships that need elucidation. Also,
the large number of claims that there is inadequate knowledge about
continuity, doctor shopping, the doctor-patient relationship, and deter-
minants of having a usual source are adequate to establish that deficien-
cies exist in our knowledge. Therefore, no further attention will be given
to addressing the first two objectives of this article. The literature re-
viewed in detail in subsequent sections was selected to fulfill the other
objectives of the article, that is, to describe the definitions and measures
that have been employed and to permit discussion of their adequacy, to
provide a summary of existing information about behaviors, and to pro-
vide background for the definitions and conceptualization that are
presented.
As a basis for organizing the remainder of the presentation and as
an initial step in conceptualizing and defining the study area, the exis-
tence of three separable concepts is postulated. The three are &dquo;patient
commitment to a source&dquo;, &dquo;managing or responsible physician&dquo;, and
&dquo;patient-provider concordance&dquo;. Patient commitment to a source (Patient
Commitment) is the phrase being employed for the existence of a rela-
tionship with a source of care and the characteristics of that relationship
297
from the patients perspective. The term &dquo;commitment&dquo; was used in the
same sense by Lave et al. (1979).
Managing or responsible physician (Managing Physician) is the
phrase being used for the existence of a relationship with a patient and
the characteristics of that relationship from the providers perspective.
Koplin and Daniels (1953) and Koplin, Hutchison, and Johnson (1959)
used the phrase &dquo;managing physician&dquo; in the same sense as it is employed
here. Patient-provider concordance (Concordance) is the phrase used for
the fit-the congruence-between the patient (Patient Commitment) and
provider (Managing Physician) perspectives.
Patient Commitment, while primarily a function of patient charac-
teristics, is influenced by the patient’s perception of the Managing Phy-
sician. Similarly, while Managing Physician is basically a function of the
characteristics of supply, the providers perception of Patient Commitment
will influence Managing Physician. Each party§ view of the others be-
havior derives from their interaction during the care process and from the
outcomes of care, particularly satisfaction. The degree of congruence in
the roles, expectations, and behaviors between client and provider is
Concordance.
The patient-physician interpersonal relationship is excluded from
this analysis; the focus here is on the structural, longer term, sustained
aspects of the relationship rather than on the behaviors occurring within
a visit. Although it is obvious that the interpersonal relationship is related
to the concepts that characterize the ongoing relationship and are being
discussed here, it is excluded for the sake of simplifying the conceptual-
ization and limiting the size of the presentation. Once Patient Commit-
ment, Managing Physician, and Concordance have been defined and
measured in a useful way, it will be possible to study their association
with the interpersonal (interaction, communication) relationship.
EXISTING DEFINITIONS
AND LITERATURE
Each of the three concepts, Patient Commitment, Managing Physi-
cian, and Concordance, is discussed in a separate section. These sections
propose and discuss a definition and then review the existing literature.
Although the existing literature contributed extensively to the develop-
ment of the suggested definition, and it would seem logical to review that
literature first, it is dearer to present the definition first. After the separate
sections on Patient Commitment, Managing Physician, and Concordance,
a conceptualization is presented of the relationships among these con-
cepts, the factors influencing the degree to which the concepts exist, and
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the effects of the concepts on performance. Figure 3 on page 338 portrays
the overall conceptualization, which is discussed further at the end of the
article.
The following section begins with a definition for Patient Commit-
ment and discusses its measurement. Then the literature is reviewed.
Two types of literature deal with Patient Commitment: articles meant to
establish the degree to which patients have a source, and articles that
employ the existence of a source as a variable to explain other behavior.
Almost all of the research presented in this literature is approached from
the patients perspective and is based on patient reports. The literature on
the extent of having a source includes studies of doctor shopping, HMO
out-of-plan use, the characteristics of people who have a source, and
measures of commitment to a source. There is no literature that addresses
the validity of patient-provided information on usual source. Areas of
research are noted where a measure of Patient Commitment as an inde-
pendent variable would seem useful in explaining the behavior under
study.




Patient Commitment is the depth and breadth of a patients attach-
ment to a source: the importance of having and keeping that source, and
the range of types of care for which the patient perceives that source
should be used. From the patients perspective, the depth of commitment-
importance of keeping-reflects the level of security with and trust in the
source or sources. The dimensions of depth from the patients perspective
are access, personal treatment, and the therapeutic aspects of care. Does
a patient perceive that he or she has a source (sources), trust in or reliance
on that source (sources), an interpersonal relationship with the provid-
er(s), and a degree of certainty about the source (sources)? (See Figure 1.)
The breadth of commitment is the range of areas of need or care that the
patient identifies as being met by the source--well care, sick care, emo-
tional care, emergency care, obstetrical care, skin care, eye care, etc.
Patients may have a commitment to more than one source because
either the breadth of the commitment is not great or the depth of com-
mitment is not great. This may reflect a narrow scope of physician practice
(the scope of a physicians practice is characterized by the ages and sexes
of patients seen, the systems or conditions treated, the severity and/or
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FIGURE 1
complexity of conditions treated, and the procedures done) or a shallow
physician concept of responsibility, both of which are key dimensions of
Managing Physician as presented later. While it is reasonable to hypoth-
esize that breadth of commitment promotes depth, breadth may not be
essential to a high degree of commitment. The type of care, defined in
terms of its critical nature to the patient, may mean that narrow breadth
can be related to depth of commitment.
In studying Patient Commitment it will be necessary, at least ini-
tially, to obtain descriptions of the number of sources and measures of
depth and breadth of commitment to each source. Questions about the
importance of keeping a source or interest in seeking a source may pro-
vide the means to scale depth. The existing and expected tenure of com-
mitment and the expected role of a source when other providers are
needed are additional dimensions of depth of commitment. Breadth could
be measured in terms of areas of need or services for which the source
would be employed. To establish the causes and effects of variation in
Patient Commitment, the measures. of depth and breadth should be re-
lated to the characteristics of the patients, the Managing Physician, the
Concordance, and areas of performance such as utilization, compliance,
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efficiency, cost and satisfaction. These relationships will be discussed
further in the final section about the overall conceptualization.
Extent of Having a Usual Source
Aday and Andersen have long been involved in efforts to measure
access, and the patients report of having a source is employed as a proxy
for access.2 Aday (1975) used the terms &dquo;regular family doctor&dquo; and &dquo;reg-
ular source of care&dquo;, and regular source meant a &dquo;particular medical per-
son or clinic (the party) usually goes to when sick or for advice about
health&dquo;. In another paper, Andersen and Aday (1978) employed a slightly
different criterion for having a regular source of care. It was &dquo;whether
people routinely see one particular medical doctor or osteopath when they
need medical advice or treatment&dquo;. Persons who regularly employ a clinic-
or do not see one particular doctor-were classified as not having a
regular source in the latter publication while they were so classified in
the former. In a publication from the Robert Wood Johnson Foundation
(1978), summarizing the 1976 survey of access done by Aday and An-
dersen, the categories for having a source were &dquo;a regular physician&dquo; and
&dquo;a regular source of care but without identifying a particular physician&dquo;.
Those with &dquo;a regular physician&dquo; were also referred to as having &dquo;a phy-
sician they see regularly&dquo;.
Based on data collected in 1970, Aday and Andersen reported that:
&dquo;Approximately 11 percent of the sample could identify no medical person
or place they went to for medical advice or treatment on a routine basis.&dquo;
In the 1976 study undertaken for the Robert Wood Johnson Foundation,
Andersen and Aday estimated that 12 percent of the total U.S. population
did not have a regular source.
Kasper and Barrish (1982) have written a report on usual source for
the National Center for Health Services Research, using data collected in
1977. This work follows closely the studies of Andersen and Aday. The
definition used is: &dquo;Usual or regular source of care: Any specific site of
care whether a physicians office, clinic, health center, hospital outpatient
department, or other place customarily used when sick or otherwise in
need of health care or advice.&dquo; The wording employed, &dquo;customarily used&dquo;,
is different from Aday and Andersens &dquo;usually&dquo; or &dquo;routinely&dquo;; these may
not be important differences, but it would be useful if the same wording
were employed in studies that are meant to serve a similar purpose.
In 1982, Aday and Andersen were involved in another study of
access sponsored by the Robert Wood Johnson Foundation. This study
(Aday and Andersen 1984; Aday, Fleming, and Andersen 1984) was done
as a telephone interview; their two prior studies were household inter-
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views. The respondents were asked, &dquo;Is there one person or place in
particular you usually go to when you are sick or want advice about your
health?&dquo; The phrase &dquo;regular source of care&dquo; is used in the article. Statis-
tics were reported on the &dquo;Percent with a Particular MD or Osteopath&dquo;,
the &dquo;Percent with No Particular MD or Osteopath&dquo;, and the &dquo;Percent
None&dquo;. Although the pattern of having or not having a source remained
similar among types of persons across their studies, the percentage of
respondents with no source declined slightly from 1976 to 1982 and the
percentage with no particular source increased.
The 1984 Aday and Andersen article focused on the question of
whether the position of the poor in regard to access had improved over
time. Since the definitions of low, medium and high family income and
the data collection technique changed across studies, it is difficult to
compare the findings. Although the central city, low family income and
uninsured respondents reported no source less often in 1982 than in 1976,
the declines were no greater than-and were sometimes less than-the
declines for other respondents. Overall, the portion of the population with
no source of care in 1982 was the same as Aday and Andersen found in
1970, 11 percent.
Kasper and Barrish (1982) estimated that &dquo;14.2 percent of this pop-
ulation did not have a usual source.&dquo; Over 9 percent of those in the study
&dquo;didn’t know&dquo; or &dquo;didn’t answer&dquo;. Given this, it would be more mean-
ingful to have stated that 76.6 percent reported having a source rather
than that 14.2 percent did not have a usual source. These emphases cer-
tainly are different from a policy perspective, since the facts translate into
an additional 23 or 24 million people not having a source. Reports from
Andersen and Aday do not include information on Udon’t know&dquo; or &dquo;didn’t
answer&dquo;. If their studies also had 9 or 10 percent of the respondents an-
swering this way it would help account for the very few people reporting
no source (i.e., the 11 and 12 percent in their 1970, 1976 and 1982 studies).
Andersen and Aday and Kasper and Barrish, given their focus on
measuring access, are trying to capture whether a person has at least one
doctor or one place he or she usually goes. They probably obtain a mea-
sure of whether the patient perceives that there is a source to which he
or she can go. There is no identification of those with multiple sources,
the degree of commitment or importance of the relationship to the person,
or the range of services that the usual source provides. Given the differ-
ences in the range of services provided by the different types of source
of care and the relationships which seem to exist between Patient Com-
mitment and important measures of performance, a richer measure of
usual source would be useful even for the purpose of providing a proxy
for access.
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Validity of Usual Source
Studies of the extent to which a regular or usual source exists seem
to have produced inconsistent and questionable findings. For example,
in baseline studies of communities, where neighborhood health centers
developed later because the populations were considered to be under-
served, about 90 percent of those interviewed reported having a usual
source of care. More specifically, in the areas of New York City that were
studied, between 5 and 8 percent reported no source; in Atlanta it was
7 percent; and in Charleston, S.C., it was 8 percent. Only in San Fran-
cisco and Kansas City did those without a usual source exceed 15 percent
(Okada and Sparer 1976).
How is it reasonable for over 90 percent of the population in an
underserved area to have a usual source of care, if there is any meaning
to this concept in terms of access, commitment or provider responsibility?
Maybe these communities were not underserved? Wallack and Kretz (1981)
stated, &dquo;In fact the loivest-income persons are sometimes less likely to
describe themselves as having no source of care than are higher-income
persons.&dquo; Yet, Aday (1975) stated, &dquo;the poor are generally less apt to have
a family doctor.&dquo; Are they also less apt to have &dquo;a usual source&dquo;? The 1976
Andersen and Aday survey data showed only 14 percent of the &dquo;low in-
come&dquo; and only 10 percent of &dquo;rural southern black&dquo; respondents without
a &dquo;regular source&dquo; (Robert Wood Johnson Foundation 1978).. 
&dquo;
The very high frequency of having a usual or regular source may
relate to the way the information was solicited. The impact of the specific
question asked on the information collected can be seen from a study by
Weinerman et al. (1966) which asked about both &dquo;where you usually go&dquo;
and &dquo;having a regular doctor&dquo;. When asked, &dquo;Where do you usually go
when you need medical help?&dquo; 80 percent of the respondents named a
source while 20 percent were coded &dquo;no consistent pattern&dquo; or &dquo;no pre-
vious medical care&dquo;. The sources reported most frequently were private
physician (37 percent), hospital clinic (13 percent) and the emergency
service at the hospital where the study was done (25 percent). When
asked, &dquo;Do you have a regular doctor, one you usually go to?&dquo; 51 percent
of the same population said yes. Is the difference in response attributable
to people with a &dquo;regular doctor&dquo; not usually going to that doctor when
they need care, to their having a &dquo;regular doctor&dquo; at a clinic,, or both?
Given the differences elicited by Weinerman et al., it is difficult to inter-
pret responses to a question that simultaneously employed the phrases,
&dquo;Your own doctor, the one you usually call or the one you called most
recently&dquo; (Cahal 1962).
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Relative to the meaning of a persons statement about having a source,
Lave et al. (1979) stated:
If an individual responds positively to a question such as: &dquo;Do you
have a place where you generally go for medical care?&dquo; the individual
must have had sufficient contact with the source to remember it,
and must identify with this source and have made some commitment
to it. (Emphasis added)
That a positive response implies commitment must be questioned.
Kingstrom (1983) reported that, although only 11 percent of his sample
reported no usual source, 38 percent reported an interest in finding a
different source. Also suggesting that reports of having a usual source or,
in this case, a family doctor may have uncertain meaning, Kane (1969)
found that 92 percent of the population in rural Kentucky-which could
have been considered underserved-had a physician they considered to
be their family doctor. Yet, 27 percent of the families had no utilization
in two years; the percent of individuals with no utilization would be
much higher.
Zwick (1972) presents data from an Office of Economic Opportunity
study of 21 health centers that clearly portray the problem in using usual
source to mean commitment. He reports: 
’
72 percent of the user families considered the health center their
&dquo;usual source of care&dquo;.... However, among those reporting the
center as their &dquo;usual source,&dquo; for most centers, 20 to 30 percent
indicated that their last physician visit was to another facility ...
Up to 40 percent stated that they go to another source for the treat-
ment of their most limiting condition.
Thirty percent of those who joined the Health Insurance Plan of
Greater New York (a closed-panel HMO) and were required to use the
plan physician in order to obtain covered services reported that their
prior physician was their &dquo;regular doctor&dquo; (Anderson and Sheatsley 1959).
What is the meaning of having a usual source or regular doctor if
these numbers are correct? Is inaccurate information being obtained, or
are our assumptions about a usual source meaningless? Are the questions
asked in a manner that elicits solely whether the respondent knows of a
place to obtain care, or is there a systematic bias in the respondents’
answers, or both? Questions about usual source or, even more so, about
having a personal physician or family doctor may not be neutral. It seems
to be that the socially acceptable response is yes; having a doctor may be
seen as a characteristic of stability, appropriate behavior, or concern with
health. This would account for some of the seeming lack of meaning to
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the reported information about having a usual source or regular doctor;
probably even more important is that questions about usual source and
having a usual source are too general to elicit responses that capture the
respondent’s pattern of seeking care or commitment, or even access.
Those with a Usual Source
The quotation from Lave et al. (1979), noted earlier, that there is
almost no analysis of the characteristics of those having a regular source
compared to those that do not (or of those having multiple sources) could
be termed a half-truth. There had been some analyses, but they were
only partially informative. The various Andersen and Aday publications,
already cited, did report the percentage of people with a specific char-
acteristic that have a source. However, their variables were all sociode-
mographic ones and were presented as separate bivariate analyses. The
study by Kasper and Barrish (1982) did the same.
Table 1 presents, for people with different characteristics and for the
population as a whole, the percentage of people without a source as
reported in the Andersen and Aday and the Kasper and Barrish studies.
Since the population subgroups in each study were defined in different
ways and are not exactly comparable, the authors’ original terminology
is employed in each case. Although the patterns are similar, the Kasper
and Barrish estimates for those without a source are higher than those of
the three Aday and Andersen studies for all population groups and for
the total population. One difference between the Andersen and Aday
studies and the Kasper and Barrish study was the inclusion in the latter
of a category for &dquo;didn’t answer&dquo; or &dquo;don’t know&dquo; which accounted for
over 9 percent of the respondents.
The population segments that most often had a source of care are
children, those age 65 and over, females, whites, urban and non-SMSA
residents, and those above the poverty level. The higher probability of
having a source among children, those 65 and over, and females seems
to reflect both need and the pattern of use of well and preventive care.
While not presented in the table, having a usual source was not related
to education in the Kasper and Barrish study. This is somewhat surprising
because the uninsured, the poor, blacks and Hispanics-groups that tend
to have lower education-less often had a source. The relation of edu-
cation to having a usual source will be discussed again later in the article.
Kronenfeld (1978b) published an article that reported the differences
in regular source by characteristics of the individual similar to those noted
above. The actual definition of regular source was not given. In this study
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of 1,329 individuals from 455 families in Rhode Island, the six sociode-
mographic variables related to having a regular source were age, income,
race, payment source, education, and sex. Bivariate analyses revealed
significant differences by age, income and sex: the young and old more
often had a source than the middle age groups, the higher the income the
more frequently there was a source, and females more often had a source
than did males. While 83.6 percent of the blacks had a source, compared
to 91.1 percent of the whites, the difference was not significant. There
were very few blacks in the sample. Relative to the type of source, blacks,
those with Medicaid and those with low incomes-three highly correlated
characteristics-less often used a private physician than did others.
In an article about utilization as a measure of access which employed
path analysis, Andersen and Aday (1978) presented a regression with
&dquo;particular doctor seen&dquo; (not &dquo;having a usual source&dquo;) as the dependent
variable, and the number of MDs per 1,000 population, doctor visit in-
surance, family income, education of household head, race, and age as
independent variables. The equation accounted for only 4 percent of the
variance. While all of the variables (except education of head of house-
hold) were significant, this is partly an artifact of the very large number
of observations. The two most powerful variables were supply of phy-
sicians, which had a negative relationship to having a particular doctor,
and race (white), which had a positive relationship. This probably reflects
that rural inhabitants (low supply areas) and whites more often have a
doctor as their source, while blacks and urban inhabitants (high supply
areas) more often have an institutional source or no source.
Luft, Hershey, and Morrell (1976) found that; &dquo;Relative to those with
a usual source of care, those without a usual source of care are more
likely to be poorer, male, the head of a large family, a more recent resident
of the community, less well educated, living on a farm, non-Anglo, and
less well covered by insurance.&dquo; These are highly correlated characteris-
tics. Given that the study site was a rural area in California, the descrip-
tion suggests that adult, male migrant farm workers were those without
a usual source. The authors also reported that persons without a usual
source have less need-fewer symptoms and less chronic illness. _
The only article with a primary focus on explaining the relationship
between a series of independent variables and reports of having a regular
source of care is by Lave et al. (1979). Having a &dquo;regular source of care&dquo;
was equated with a positive answer to the question: &dquo;Do you have a place
where you generally go for medical care?&dquo; This is obviously a very weak,
encompassing definition. The authors hypothesized that adults and chil-
dren must be considered separately in studying factors which influence
having a usual source, with the parents status regarding regular source
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a variable in the child§ status. This is a useful way to include the effects
of parent or other family member attributes while designating the indi-
vidual, rather than the family, as the unit of analysis.
The sociodemographic variables used as determinants of regular
source were age, sex, education, income, and race. &dquo;Individuals with
more education and with higher incomes may tend to perceive medical
care to be more efficacious and, thus, value having a regular source.&dquo; Race
was also assumed to influence perception of efficacy as well as influencing
&dquo;interpersonal attitudes&dquo;. Whether or not a person was on welfare was
also considered because of &dquo;contact with a social worker who can provide
information about available medical care&dquo;. The authors hypothesized that
the independent variables which would be the most important were pre-
vious utilization and anticipated need; they employed a measure of per-
ceived health status as a proxy for these.
Length of residence in the community was also used as an inde-
pendent variable and proved to be important for both adults and children.
The primary respondent (adult) having a regular source was very impor-
tant in explaining the dependent variable for children; health status and
income were also important. While infants had a higher probability of
having a regular source than did older children, the difference was not
great. Differences by race were not large and the t statistic was small. The
sex of the child was not important. Education of the head of the household
did not follow the expected pattern; more education was not related to
more frequently having a regular source. ,
For adults, the important variables contributing to having a regular
source were time in the community, sex (males much less), health status
(both perceived and number of limiting conditions), and being married.
Also, blacks more often had a regular source. A number of variables-
welfare, age and education-had small values. One wonders if the pat-
tems found would have been different if the authors had employed a
measure of usual source that went beyond &dquo;having a place you generally
go&dquo;.
A number of other studies (Ashcraft 1978; Andersen and Aday 1978;
Kasper and Barrish 1982; Kronenfeld 1978b; Kuder 1982) also reported
that the level of education did not correlate with having a usual source,
having a regular doctor, or duration of the physician-patient relationship.
This may not mean that more highly educated (i.e., college-educated)
persons have no source of care, but rather that they may consistently use
a number of sources. Studies will have to differentiate between not hav-
ing a source and not having one source; existing studies have not always
done this.
Kuder (1982), in a dissertation analyzing the relationship of price to
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utilization of services, developed an equation to estimate usual source
which was then employed to control for usual source in the equation
explaining utilization. In a probit analysis explaining 70 percent of the
variance, newness to the area had a strong negative relationship to having
a usual source. Education was also negatively correlated with usual source:
&dquo;Individuals who reported having some college education were less likely
to report having a usual source.&dquo; Neither income (which correlates with
education) nor sex was related to having a usual source. Age was a
statistically significant variable with a positive sign, but the actual value
was small. Of the measures of need and utilization employed, chronic,
conditions, disability days and hospital days were not important in ex-
plaining usual source, while &dquo;no need&dquo; and well visits were quite im-
portant. The author interpreted this pattern as &dquo;perhaps indicative that
US (usual source) is a measure of an individuals level of concern about
his/her future health rather than only the level of current health status per
se.&dquo; In further support for this view, Kuder found that when illness visits
were added to the equation they were not significantly related to having
a usual source. 
’
In characterizing those with or without a source or, more usefully,
with different levels of commitment to one or more sources, it will prob-
ably be necessary to incorporate the following factors: exposure, which
is a measure of time in the community and the level of need during that
time period (with age and sex capturing some of this); prior use, partic-
ularly the &dquo;importance&dquo; of the use to the person or family; health concern
and health beliefs; current need and health status; and the persons re-
sources to purchase care. With such experiential-perceptual variables em-
ployed in the analysis, sociodemographic ones will probably decline in
importance in explaining usual source or commitment. This hypothesis
derives from the literature already reviewed, some of the research to be
reviewed subsequently, and a general view of the existing studies on
utilization which suggest that, as measures of need, health concern and
resource availability have been developed and employed, sociodemo-
graphic variables have receded in importance.
Does the type of delivery system employed, HMO or fee-for-service,
influence the extent of there being a usual source? Marcus (1981), using
data from a household survey done in Los Angeles, found that HMO
enrollees less often report having a regular doctor than do persons using
the fee-for-service system (50 percent vs. 75 percent). Marcus~ sample
included very small subsamples (190) of enrollees from two HMOs. The
question asked was whether &dquo;there is one person you usually see&dquo; for
your health care. Differences in characteristics of those using the two
systems-HMO and fee-for-service-in education, income, race, and
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children in the household could account for the differences in responses.
Different types of delivery systems probably do vary in the degree to
which they provide one source or the patient perceives having a regular
doctor. This relates to supply side differences in Managing Physician
which will be discussed later. One would assume that a population using
a multiprovider system-a large group, whether HMO or fee-for-service-
would less often report seeing &dquo;one person&dquo; than would a population in
which many persons use a single provider source.
In another article, Marcus and Stone (1984) refer to the Scitovsky,
Benham, and McCall (1979) study of utilization in two prepaid plans to
provide additional support for their own data which showed that HMO
patients less often &dquo;identify with a regular doctor&dquo;. One of the two pre-
paid plans in the Scitovsky study was the Palo Alto Clinic where most
of the patients were fee-for-service and the physician &dquo;often&dquo; did not
know the patients payment status. Marcus and Stone considered this to
be a fee-for-service system. The other plan was Kaiser. Since more Clinic
patients than Kaiser patients reported &dquo;having a regular doctor&dquo;, Marcus
and Stone equate this to differences between fee-for-service and HMO
systems. They also equate having &dquo;one person you usually see&dquo; with
&dquo;having a regular doctor&dquo; and with &dquo;doctor-patient continuity&dquo;. Although
the findings do suggest that a relationship exists between type of source
and having a regular doctor, the Marcus and Scitovsky studies did not
prove that HMO enrollees less often have a &dquo;regular doctor&dquo; than do users
of fee-for-service providers.
Doctor Shopping and Out-of-Plan Use
The definition of doctor shopping is no better developed than those
of usual or regular source. Doctor shopping has been equated with seek-
ing a second opinion, changing one’s doctor, seeing another physician
without referral, and seeking a physician. Doctor shopping in the sense
of seeking a source when none exists must be separated from changing
a source or from using additional sources when there is no expectation
of changing the initial (central?) source. Doctor shopping should in some
way be a reciprocal of having a usual source or a commitment to a source.
The findings of the doctor-shopping literature (Greene, Gillings,
and Salber 1979; Kasteler et al. 1976; Olsen, Kane, and Kasteler 1976) are
difficult to interpret or compare because different definitions of doctor
shopping have been employed and there has been variation in the unit
of observation, the unit of analysis, and the time period during which
shopping was measured. Moreover, the studies did not establish if there
was an existing source. The Kasteler and Olsen papers, which employed
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data from the same study, reported that 4 percent of the respondents
shopped for doctors in a year and &dquo;had an episode of illness during the
previous year for which they consulted a second physician (or more)
without referral&dquo;. Sixty-two percent had changed doctors at some time
&dquo;of their own volition&dquo;. They also reported that shopping was related to
low satisfaction. The Greene study reported that, in a year, 28 percent of
the utilizers were &dquo;true shoppers&dquo; -&dquo;shoppers with no definable rea-
son&dquo;-and 36 percent were &dquo;specialized care and free care shoppers&dquo;.
The literature on out-of-plan use in HMOs (Anderson and Eggers
1976; Pope, Freebom, and Greenlick 1972; Scitovsky, Benham, and McCall
1981; Luft 1981) seems directly applicable to doctor shopping. Out-of-
plan use is a form of doctor shopping. There is no evidence that any
attempt has been made to integrate this literature; there has been some
effort to relate HMO out-of-plan use to HMO disenrollment (e.g., Hen-
nelly and Boxerman 1983) but this literature makes no reference to the
doctor-shopping literature.
Scitovsky, Benham, and McCall (1981) discussed &dquo;the problem of
defining and measuring [HMO] out-of-plan use, which has troubled the
literature on the subject&dquo;. As with doctor shopping, there have been two
sets of problems in such research: defining the behavior and establishing
the basis for measurement. Issues of definition can be seen from the
following questions: Is a referral for care outside the HMO, for which the
HMO will pay, outside use? Is use of an outside service, that is not in
the HMO benefit package, outside use? Is out-of-plan use, when a patient
is not in the service area, outside use? Does it matter if the out-of-plan
use is for a service given for free-immunizations or eye examinations
given at school or by the health department? In regard to measurement,
the issues are the same as those in doctor shopping: defining the units
of observation (individual or family) and analysis (a shopper vs. fre-
quency of shopping), and establishing the period of analysis. A good
resource on measurement issues in out-of-plan use, in addition to Sci-
tovsky, Benham, and McCall (1981), is Luft (1981, chapter 11).
Scitovsky, Benham, and McCall (1981) studied out-of-plan use by
Stanford University employees enrolled in either Kaiser or the Palo Alto
Clinic. The enrollees were identified as to their &dquo;regular source&dquo;; the al-
ternatives were specific plan physician, plan but no specific physician,
outside physician, or no regular source. Those with a specific plan phy-
sician least often used an outside service, those in the plan but with no
specific physician slightly more often used an outside service, and those
with an outside physician or no regular source far more often used out-
side services. Because of colinearity between the regular source variable
and outside use, regular source was not included in the multivariate anal-
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yses. A measure which reflected commitment might have proved useful.
Considering enrollees of both plans and of free and not-free out-of-plan
use of covered services, the multivariate analyses showed that dissatis-
faction, having additional insurance, short tenure in the plan, and smaller
families were significantly and positively related to out-of-plan use. How-
ever, the amount of variance explained was very small.
Other studies also have shown that dissatisfaction is the key to out-
of-plan use and doctor shopping (Marquis, Davies, and Ware 1983). There
is little else that is consistent across these studies. Luft (1981) states about
this literature, &dquo;the data concerning out-of-plan use, while seemingly ob-
jective, are really a hodgepodge of confusing, ill-defined figures.&dquo; The
same can be said for the literature on doctor shopping.
A measure of Patient Commitment should be an independent vari-
able in all studies that try to explain seeking a doctor, changing doctors,
seeking a second opinion, or out-of-plan use. Unless Patient Commitment
is meaningfully defined (and probably Managing Physician and Con-
cordance as well), studies of doctor shopping and out-of-plan use cannot
provide information which will contribute to understanding the cause of
such behavior.
Measures of Commitment 
’
. Although numerous studies employ characterizations of usual source
as a proxy for access or commitment in explaining health system behav-
iors, there are few sources on the meaning of commitment or on alter-
native characterizations of usual source.
The Center for Applied Research at Henry Ford Hospital focuses
much of its research on marketing and, therefore, patient satisfaction,
commitment to a source and choice. One of their studies, presented in
a paper by Kingstrom (1983), had the objective of understanding the
acceptance of new providers and programs and the role of patient loyalty
(commitment to a provider) in this process. Kingstrom rejected usual
source as a useful measure of commitment, since &dquo;individual differences
in the strength of patient ties among those with a usual source are not
measured&dquo; and because almost everyone reports having a source. He
believes that patient satisfaction measures are a better measure of patient
ties to existing sources; this belief is based upon the relationships that
have been found between satisfaction and utilization, doctor shopping,
and choice of program. The relationship of satisfaction to out-of-plan use
and doctor shopping has already been noted here. He argued, however,
for the need for measures beyond satisfaction, measures of &dquo;provider loy-
alty... the patient’s psychological attachment to his/her provider&dquo;. Bas-
312
ically, Kingstrom was trying to apply the marketing concept of brand
loyalty.
Using data from a small sample (207) of elderly, mainly female, res-
idents of one housing unit, measures of having a usual source, patient
satisfaction, and &dquo;provider loyalty&dquo; were related to the dependent vari-
ables &dquo;provider search&dquo; and &dquo;chances of using a new program&dquo;. The re-
searchers developed a seven-item scale to measure provider loyalty.
Respondents were asked whether they were interested in finding a new
source (&dquo;search&dquo;) and &dquo;the chances ... of using&dquo; (choice) a new program
available to the population from which the sample was chosen.
Both an existing provider relationship and measures of satisfaction
(except satisfaction with &dquo;accessibility&dquo;, which was not defined) were
found to be highly correlated with provider loyalty, and all three were
important in predicting &dquo;search’ and &dquo;choice&dquo;. Given the correlation among
the measures, it is hard to know if provider loyalty adds to understanding
search or choice. The provider-loyalty scale included questions about in-
convenience and willingness to consider another usual source, and these
overlap with (or are the same as) both the satisfaction measures and the
measures of the two dependent variables. While the ideas presented in
this article are useful, the particular measure of provider loyalty is no
more useful than a series of questions about satisfaction. However, the
findings did suggest that sociodemographic variables were not important
in either search or choice and that health status was only marginally
important in provider loyalty.
The studies that have directly addressed the characterization of com-
mitment to a provider are those by Solon, Sheps, and Lee (1960a, b) with
subsequent papers by Solon (1966, 1967), Solon and Rigg (1972), and by
a student of Solon’s, Schumaker (1970, 1971, 1972). The framework and
findings are important in that they: .
1. Established that multiple sources are frequently used and that
this probably needs to be considered in any analysis of Patient Com-
mitment. This contrasts sharply with the approach of asking about
a source or a personal physician;
2. Attempted to provide some gradations of the importance of sources
(e.g., &dquo;central source&dquo;);
3. Identified the family or household as a possible unit of analysis;
and
4. Identified security-&dquo;trust or reliance&dquo;-as a ,key dimension of
Patient Commitment.
The earliest paper by Solon, Sheps, and Lee (1960a) presented &dquo;an-
alytic concepts&dquo; of current sources, central source, role of central source,
and configuration of medical care pattern. The concept of centrality within
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multiple sources is probably the most useful contribution. Until the recent
paper by Kingstrom which was discussed immediately above, the Solon,
Sheps, and Lee papers were the only known attempt to measure the
importance of the source to the client:
The individual’s &dquo;central&dquo; source of care is the focal point of his
current pattern of medical care. It is the most important facility or
physician to whom he turns when he needs medical advice or care-
that is, the most important to the patient in terms of having his
greatest trust or reliance in that source. The patient may use that
source as a referral point, or as a continuing source of verification
or reassurance. As this suggests, the criterion of &dquo;centrality&dquo; does
not point to where the individual necessarily receives the greatest
volume of his care. Regardless of type of care or amount of care
which it provides, it is the source to which the person looks for his
direction signals in obtaining care, or the source in which is his
mainspring of assurance regarding his condition or his care. This
may, of course, coincide with the source of services which predom-
inates in volume: but it need not do so to meet the criterion of
&dquo;centrality&dquo;.
The final papers in the sequence tried to &dquo;identify not only the
component sources of a persons medical care pattern, but their respective
roles&dquo;. Descriptive dimensions included: volume source of care, central
source of care, configuration of medical care, and supplemental ’sources
of medical care. In relation to these dimensions, the &dquo;compactness and
cohesiveness&dquo; of the medical care pattern were then measured. Another
dimension of the medical care pattern, &dquo;in terms of the family&dquo;, was also
used, and this was defined in terms of &dquo;centrality, variation dimensions
and homogeneity&dquo;. .
There was a heavy emphasis on capturing the trust-centrality pat-
tern, which is referred to here as the depth of Patient Commitment. Less
attention was paid to defining the range of care with which the patient
identifies the source-the breadth of Patient Commitment.
Solons attempt to define and measure the patterns found led to
elaborate description. It becomes increasingly difficult to differentiate
among the dimensions he employed, particularly among &dquo;volume source,&dquo;
&dquo;central source,&dquo; &dquo;configuration,&dquo; and &dquo;supplemental sources.&dquo; No attempt
was made either to relate these descriptors to differences in behaviors in
the system, or to retain only those descriptors that significantly influenced
performance. The final framework presented was so elaborate as to be
useless for analytical purposes. But, as noted earlier, these articles con-
tributed a number of important concepts; this is especially true when
one considers that the basic ideas date from 1960.
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Usual Source as an Independent Variable
Having a usual source-having access or an existing relationship-
has frequently been employed as an independent variable in studies of
utilization or choice of source. Scitovsky, Benham, and McCall (1979), in
a paper on utilization of physician services in two prepaid health plans
available to Stanford University employees (another paper from the study
was discussed under out-of-plan use), employed &dquo;regular source of care&dquo;
as an independent variable. As already noted, regular source of care had
three possibilities: (1) specific plan physician, (2) being in a plan but no
specific physician, and (3) an outside (nonplan) physician or no regular
source. This definition has three dimensions to it: having a source or not,
the source (plan or nonplan), and having a particular physician or not.
Those with a specific plan physician used more visits overall and more
preventive visits than those using the plan with no specific physician,
while those with no regular source or an out-of-plan source used the
fewest visits, both overall and preventive. Both satisfaction and health
status were also related to use; it would be interesting to know the cor-
relation between them and the categories of regular source of care. It
would also be useful to know more about the characteristics of those with
the different categories of regular source and to have operational measures
of the categories of regular source. ,
In a study of determinants of utilization presented in two publica-
tions, Hershey, Luft, and Gianaris (1975) and Luft, Hershey, and Morrell
(nee Gianaris) (1976) employed &dquo;usual source of care&dquo; as one independent
variable. In the 1975 publication, it was defined in terms of no usual
source or whether the source was a private physician or a salaried phy-
sician. Usual source here captured both the existence of a source and the
compensation system of the physicians in the source. Having a usual
source proved to be an important variable in predicting use irrespective
of the type of source, although those with a salaried source (health center
physicians) used more than those with a private practice source. Also,
&dquo;the substantially lower utilization of people with no usual source of care
was found to be only partly attributable to the different socioeconomic
characteristics and health status measures of this group&dquo; (1976). It is not
possible to discern the behavior being captured in characterizing the
source as private or salaried physicians, especially when salaried equated
with health center. Was this capturing the incentives to the physician, the
personal characteristics of physicians, or some dimension of patient re-
lationship to a source? The patients actual relationship to the source is
not known; while the papers refer to &dquo;having a regular doctor&dquo;, it is not
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known if the patients named a physician or a source, nor are any char- .
acteristics of the relationship known.
The findings in the Scitovsky and Hershey-Luft papers are repre-
sentative of the findings about the relationship of usual source to utili-
zation ; those with a usual source use more, including more preventive
services. There are uncertainties about the pattern of causal relationships
in most of this research. Is it that those who use more develop a usual
source, is it that having a usual source influences use, or is it that those
with more need both have a source and use more? The problem of es-
tablishing the causal patterns is a recurring one in regard to usual source-
Patient Commitment-and will be discussed in the final section of this
article.
In a study of HMO enrollment (Berki et al. 1977), the existing pa-
tient-physician relationship was included as one determinant of enroll-
ment. &dquo;The presence of a preexisting physician-patient relationship has
often been considered to be a good enrollment predictor, particularly as
an indicator of prior access to a provider.&dquo; The measure of the physician-
patient relationship employed was whether or not the respondents re-
ported that their usual source of care was a private physician. &dquo;Having
a private physician as the usual source of the care was the most powerful
and consistent predictor of enrollment in [the open-panel HMO]/ No
usual source or a source other than a private physician was associated
with a higher probability of enrollment in one of the closed-panel HMOs.
This categorization of usual source does not directly capture the
doctor-patient relationship in terms of its hypothesized relationship to
access or in terms of the importance of the relationship. Berki et al. (1977)
noted, &dquo;the source of care measure does not differentiate the strength of
any reported relationship.&dquo; But, the authors assumed that having a private
physician implied, on the average, more of a relationship (and more ac-
cess) than not having a private physician or not having any source. Bas-
ically, a private physician implies both access and, at the least, some sort
of relationship, while a nonprivate and/or multiprovider site may mean
only access. This seems to parallel the view of Okada and Sparer (1976)
that, &dquo;A private source of care is preferred as the usual source of care to
hospital public clinics because of continuity and the less impersonal na-
ture of the care.&dquo;
The literature on the relationship of usual source to choice of HMO
can be summarized by quoting Berki and Ashcrafts (1980) review article.
They stated, in regard to factors inhibiting enrollment, &dquo;the most impor-
tant is the cessation of an ongoing relationship with a provider, except in
those instances where the provider is part of the plan-IPAs. When an
IPA is not available and there seems to be potential cost advantages to
316
HMO enrollment, preference for a continuous provider relationship is
frequently expressed by retention [of existing health insurance].&dquo; Refined
measures of usual source that capture the commitment to or importance
of the source should add greatly to understanding choice behavior.
In an article on use and choice (Berki and Ashcraft 1979), the Uni-
versity of Michigan researchers employed enrollment in a closed-panel
HMO as an access-usual source variable in addition to the categories of
not having a usual source and having a private physician as a source.
This adds an economic aspect to the usual source variable, as the HMO
benefits are different from those of the other plans. Their findings sup-
port, in general, the hypothesis that not having a usual source is corre-
lated with less use, both sick and preventive. Those with a closed-panel
HMO as a usual source had more preventive visits but not more sick
visits. Measures of the patient-physician relationship should not inter-
mingle the effects of having a source, the relationship with that source,
and economic differences among the sources.
In a study of the effects of satisfaction on continuity (with the au-
thors equating low continuity with a change in medical care provider),
Marquis, Davies, and Ware (1983) defined usual source in terms of the
source that the patient saw most often in the preceding year-even if that
source was an emergency room. They then measured continuity by the
number of &dquo;initial contacts&dquo; with the usual source in the subsequent time
period. Persons without use in the initial year had to be excluded because
their usual source could not be established. One wonders how users with
equal amounts of use between or among sources were handled. Defining
usual source in terms of the person’s self-reported &dquo;majority source&dquo; within
one year probably led to a large number of instances in which usual
source, as the person perceived it, was distorted.
The need to define more precisely and to measure Patient Commit-
ment in order to better understand utilization behavior is dear from ar-
ticles by Kronenfeld (1978a, 1980). The earlier paper states, &dquo;The purpose
of the article is to examine the effect of the number of affiliations that a
person has with different medical care providers during the year on num-
ber of ambulatory care visits.... An affiliation refers to the stated ex-
istence of a relationship between a particular care giver and a particular
care client of the provider.&dquo; In an equation that accounted for over 40 percent
of the variation in use of ambulatory care, number of affiliations was the
most important variable. It was even more important than measures of
need and far more so than age, sex, education, or income. Clearly then,
affiliations are important and there is a need to understand these rela-
tionships. This is particularly true because the author found that: &dquo;The
number of affiliations has almost no relationship with the extent of use
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of any affiliation.&dquo; But, the analytic value of affiliations was limited-it
was rendered almost useless by its operational definition; affiliations
were simply a count of all the sources named. Thus, a contact with an
emergency room was counted as an affiliation, as were physicians who
were named but not seen in a year. There is a need for a measure that
operationalizes the concept in a more useful way than was done by
Kronenfeld.
A literature is developing on &dquo;search costs&dquo; in seeking and using
medical care that is relevant to Patient Commitment (Colle and Grossman
1978; Friedman 1978; Kuder 1982). The argument is that there are costs
associated with seeking a source such that people with a source have
lower costs in using services than those without a source. Those with a
source should, therefore, have higher use. Usual source is employed as
one measure of the cost of seeking care. The data support the hypothesis.
This argument could also be extended to suggest that people may retain
a less than satisfactory source because of the costs (time, effort, uncer-
tainty, anxiety) of seeking a new source. Thus, the &dquo;search costs&dquo; hy-
pothesis may prove useful in explaining the relationship between having
a source and use, as well as that between dissatisfaction and seeking a
source or changing source. ,
Recently, Thomas and Penchansky (1984) employed &dquo;usual source&dquo;
as an independent variable to represent need. Those with a usual source
were assumed to have more need than those without a source, and the
more recently the source had been obtained the more the need. This use
of usual source adds to the confusion about the meaning of usual source;
it is another example of the question of causality that will be addressed
at the end of the article.
There is little purpose in reviewing additional definitions and uses
of usual source, regular source or regular doctor. The observations to be
made about the studies are:
1. the diversity in definitions and in the questions used to elicit
information;
2. the very limited view of Patient Commitment that most capture,
and the few attempts to define the different dimensions of Patient
Commitment; and
3. some characterize the type of supply and explain little about Pa-
tient Commitment.
Although this concept and/or variable consistently proves very important
in utilization and choice studies, and reports consistently show that most
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people have a source, there is great uncertainty about the meaning of
these findings because of observations 1, 2 and 3.
Research Areas Requiring a Measure
of Patient Commitment
Appointment breaking and termination of therapy are areas of anal-
ysis that would seem to require a measure of Patient Commitment (and
Managing Physician) as an independent variable. In their 1973 paper,
Hurtado, Greenlick, and Colombo suggested that the doctor-patient re-
lationship and the tenure of the relationship were probably important in
influencing appointment keeping. Yet, the 1980 review paper on the sub-
ject by Deyo and Inui never mentions the doctor-patient relationship.
However, they do identify continuity as a key variable. Continuity is
probably not independent of appointment keeping and a strong relation-
ship between the two does not elucidate the causal relationships. It is the
patients commitment to the source that needs to be defined, not the
continuity. In the conceptualization to be presented, continuity is a pro-
cess measure reflecting Concordance; appointment keeping is another
process measure. Patient Commitment and Managing Physician deter-
mine Concordance and should be included in studies of variation in these
process measures of performance. ,,.
Delay in seeking care is another area of analysis which would seem
to benefit from inclusion of a variable characterizing Patient Commit-
ment. Three early literature reviews (Blackwell 1963; Kutner and Gordon
1961; Kutner, Makover, and Oppenheim 1958) referred to studies that
reported that a patients usual pattern of use is key to the pattern of use
when symptoms of a significant problem, say cancer, develop. Yet, none
of these reviews discussed the doctor-patient relationship. Patient Com-
mitment would certainly seem important in the timing of seeking care,
especially if there are ’‘search costs&dquo; for those without a source. Stein-
wachs and Yaffe (1978), in a paper on timeliness of use, asked: &dquo;What is
the effect of having a regular provider within a practice setting on access,
health care seeking behavior, and outcomes?&dquo; They reported:
The differences in timeliness of care between patients identifying
a regular provider in the Department and those not point to the
need for a better understanding of the effects of continuity. The
population studied is already receiving care from one organization
with a single unified medical record. But, patients identifying a
usual provider were less likely to receive delayed care, independent
of whether or not they saw their regular care source. Having a usual
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provider also increased the likelihood of being judged not to need
care unless the usual provider was seen. These findings could be
interpreted that patients having a usual provider are experienced in
accessing the Department and the differences in timeliness are sim-
ply a result of better access. Providers seeing their regular patients
may simply have a different perspective on the need for care based
on a more comprehensive knowledge of the patient. However, pro-
vider continuity may also contribute to the greater patientlprovider
congruence regarding appropriate care seeking behavior.
. In summary, the concept of Patient Commitment, as defined earlier
in this section, incorporates the concepts which others refer to as usual
or regular source, commitment, or affiliation. The Patient Commitment
concept is important in influencing health system behavior, and a defi-
nition and operational measures that are more encompassing and precise
than those employed to date are needed to study the impact of the concept
on behavior. The refined measures should characterize the number of
sources, whether the commitment is to a provider or to an institution,
the depth of commitment, and the breadth of commitment. The discus-
sion of the overall conceptualization of Patient Commitment, Managing
Physician, and Concordance presented at the end of the article continues
these observations. 
,
MANAGING OR RESPONSIBLE PHYSICIAN 
’
(MANAGING PHYSICIAN)
This section begins with a definition of Managing Physician and
reviews the small amount of literature about managing physician or pri-
mary physician. This literature is of three types: prescriptive statements
about the need for and desirable characteristics of primary or managing
physicians; studies of the extent to which such providers exist; and stud-
ies of the impact of such providers on performance. Issues of definition
and measurement in the articles are identified.
Definition
Managing or Responsible Physician is defined as the providers per-
ception and behaviors relative to the depth and breadth of responsibility
for the health care needs of the patient. Put another way, Managing Phy-
sician characterizes the aspects of the organization of practice that deter-
mine the degree to which one provider or place takes responsibility for
a patients needs and the linkage over time in provider(s), site(s) or in-
formation. The breadth of responsibility can be defined in terms of the
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range of need or care the provider initiates or responds to: preventive,
well, sick, and rehabilitative care; physical and emotional care; in emer-
gencies or not; for an individual or across members of the family. The
depth is the providers view of the degree to which he or she is the patients
responsible resource. There are two dimensions to depth: whether it is
an individual or organizational responsibility and whether it is a respon-
sibility limited to ones scope of practice or extending to the management
of all care.
The depth dimension of Managing Physician reflects the providers
view of his or her role both over time for services within the usual scope
of practice and when care is needed outside that scope of practice. The
former is the tenure or the term of responsibility: is it for a visit, a pro-
cedure, an episode of care, or a period of time? The role which seems to
be implied for a strong Managing Physician is the provision of care, or
responsibility for care, across episodes of illness and not solely during
one episode. Some extended period is assumed, which leads to concern
with the tenure of the relationship. Tenure should not be equated with
continuity. While tenure obviously influences continuity, the two con-
cepts are not the same. Tenure is defined here as a characteristic of both
Patient Commitment and Managing Physician; continuity is an outcome
of Concordance. ,
The other aspect of depth-when a patient requires care outside the
Managing Physician’s scope of practice-defines the provider’s role when
specialists are needed or the patient is hospitalized. This is sometimes
referred to as the concept of coordination. A strong Managing Physician
role calls for the physician to coordinate much or all of the patients care.
In the overall conceptualization presented later, the degree of con-
tinuity and coordination are attributes of Concordance, not of the Man-
aging Physician. Both coordination and continuity are referred to as
continuity. While certain attributes of the organization of practice and the
providers perception of role influence Managing Physician, the degree to
which continuity is achieved is a function of the interaction of Managing
Physician and Patient Commitment. The following support the view that
continuity is a measure of process and influenced by both patient and
provider attributes: &dquo;Continuity is a process variable that accounts in part
for the relationship between system organization and physician utiliza-
tion&dquo; (Hennelly and Boxerman 1979); &dquo;Continuity of care is viewed as
being an intermediate outcome of the utilization experience as well as
being directly affected by patient and provider characteristics&dquo; (Shortell
et al., 1977).
Breadth, the second dimension of Managing Physician, is the range
of need across which responsibility exists, defined in terms of physical,
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emotional and social needs or in terms of well, preventive, sick, emer-
gency, chronic, and rehabilitative needs. A strong Managing Physician
assumes breadth. This is the concept of comprehensiveness, which here
refers to the providers role, not to the range of services that are covered
by health insurance or provided by an institution. Although insurance
coverage and range of services provided obviously influence Managing
Physician, they are not the same as Managing Physician.
In some settings the Managing Physician-or one of the Managing
Providers-may not be a physician. It could be a person employed to
make clinical decisions who is a nurse practitioner, physician assistant,
or midwife. Any formulation of Managing Physician must incorporate
the role of such providers and consider the nonphysician providers re-
lationship to the physician provider. This allows for characterizing the
Managing Physician in various types of team care settings.
Existing Definitions
There is much literature that attempts to describe a desirable role
for the primary physician. Almost all of the sources equate primary care
with continuing care and case management responsibility and, therefore,
are part of the literature relevant to Managing Physician. Most of this
literature developed from a concern with the supply of primary care pro-
viders, and it is general and prescriptive, not empirical. The primary
physician is described in terms of: .
First contact and continuing care. (Alpert and Chamey 1973)
Managers, advocates, educators and counselors for their patients
while also serving as coordination of other professionals involved
in primary care. (Draper and Smits 1975)
an overall responsibility for his patient, and thus for all disorders
which bear on his patient’s health. Responsibility for the psycholog-
ical and social aspects of illness is implicit in this. (Susser 1963)
comprehensive and continuing health care, including not only the
diagnosis and treatment of illness but also its prevention and the
supportive and rehabilitative care that helps a person to maintain,
or to return to, as high a level of physical and mental health and
well-being as he can attain ... We suggest that he be called a pri-
mary physiciaft. (Millis Commission 1966)
The family physician is a personal physician ... first contact ...
provides a means of entry ... evaluates the patient’s total health
needs, provides personal medical rare ... and refers ... while
preserving continuity ... assumes responsibility for ... compre-
hensive and continuous health care and acts as leader or coordinator
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... Comprehensive health care includes preventive, diagnostic,
therapeutic, rehabilitative and health-maintenance services. (Wil-
lard Committee 1966)
Perhaps the most important aspect of the training (of internist as a
primary physician) should be the development of a sense of re-
sponsibility for long-term care of the patient, as well as an awareness
of the importance of social and psychologic factors in illness....
The prevention of illness should be emphasized rather than treat-
ment of late manifestation of disease. Certain skills should be ac-
quired, such as a knowledge of office gynecology, counseling on
sexual and marital problems, and a reasonable knowledge of der-
matology. (Ebert 1972)
In addition to the focus on continuing care and on managing or coordi-
nating all care, there is agreement in this literature on a broad role for
primary care physicians-&dquo;educators and counselors&dquo;, &dquo;psychological and
social aspects&dquo;, &dquo;a knowledge of office gynecology, counseling on sexual
and marital problems, and a reasonable knowledge of dermatology&dquo;.
In 1953, before the era of general concern with the shortage of pri-
mary care that led to the definitions quoted above, the staff of the United
Mine Workers of America Welfare and Retirement Fund were concerned
about the effect of an absence of a managing physician on utilization,
quality of care, and cost to their program. An article by Koplin and
Daniels (1953) of the United Mine Workers’ staff, while general and pre-
scriptive, is useful in that it addressed the existence of at responsible
physician and the tenure of responsibility separate from whether the phy-
sician was a specialist or generalist (which is being referred to in this
article as &dquo;scope of practice&dquo;). The articles quoted above referred solely
to the generalist-primary care physician. However, Koplin and Daniels
stated, &dquo;The coordinator of a physical rehabilitation team, whether he be
psychiatrist, orthopedist, neurologist, or internist, functions as a man-
aging physician during the temporary period the patient is in his hands.
But it is the general practitioner who has the primary responsibility for
management.&dquo; They placed considerable emphasis on the role of the man-
aging physician &dquo;in coordinating the services of specialists so that con-
tinuity of care is maintained&dquo;.
Ashcraft (1978) employed the phrase &dquo;managing physician&dquo; and re-
lated it to patients having or seeking a usual source. In attempting to
explain the choice of a closed-panel HMO by high utilizers who formerly
employed emergency or outpatient departments, she suggested, &dquo;They
may have perceived an opportunity of establishing a relationship with
a managing physician ... as a way of reducing the fragmentation of
services associated with settings where no single physician has respon-
sibility for providing total care.&dquo;
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That physicians assume different responsibility roles-even phy-
sicians with a similar scope of practice-became clear to the author dur-
ing his research on referrals in group practice (Penchansky and Fox 1970).
The variations in role manifested themselves in a number of ways, in-
cluding differences in: whether the physician perceived the patient as his
or her patient or as a patient of the group; whether, when specialists were
needed, the primary physician remained involved in the care; whether
the primary physician selected or suggested a particular specialist for the
patient or simply referred the patient to a service, e.g., &dquo;to surgery&dquo;; and
the ratio of obtaining &dquo;consults&dquo; (no transfer of responsibility) to &dquo;refer-
rals&dquo; (a transfer of responsibility). While differences in referral rates among
physicians in large part reflected differences in scope of practice, the
differences also seemed to be related to the extent to which physicians
viewed their role as that of Managing Physician.
Extent of Managing Physician
Aiken et al. (1979) reported on a study meant to establish the degree
to which specialists provide primary care. The study was sponsored by
the Robert Wood Johnson Foundation and the U.S. Department of Health,
Education, and Welfare and was executed at the University of Southern
California (USC). It focused on the role of specialists in primary-gener-
alist-continuing care and their contribution to the supply of such care.
Aiken et al. concluded that specialists provide a large amount of primary-
generalist-continuing care. Two publications by Mendenhall et al.
(1979a, b) also reported on this study.
The USC study employed a classification of five types of patient
encounters and the responses were based on provider perceptions. This
classification, a useful first step in characterizing the Managing Physician
role, mixes a number of dimensions which probably need to be kept
separate: episodic/continuous; comprehensivenesslbreadthlscope of care;
initiationlreferral; and amount of care given to the patient. These relate
to the dimensions of depth, breadth and duration that will be discussed
subsequently. The categories are:
First encounter: The patient has not been seen by the physician pre-
viously, and the physician’s role is not that of a consultant to another
physician.
Episodic care: There is an absence of continuity in the physician-
patient relation, even though the physician indicates that he or she
has seen the patient before. The patient is not a regular patient,
although the doctor may believe that he or she provides most of the
patient’s care.
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Principal care: There is evidence of continuity; the physician reports
having seen the patient before and considers him or her to be a
regular patient. Comprehensiveness is suggested since the physician
indicates that he or she provides most of the patient’s care.
Consultative care: The visit results from a request from another phy-
sician or agency for consultation. Continuity and comprehensive-
ness are not features of such encounters. Although the patient may
have been seen by the physician before and may be regarded as a
regular patient, the physician does not provide most of the patient’s
care.
Specialized care: These encounters show evidence of continuity; the
patient is a regular recipient of care, but a limited scope of care is
provided. The patient has been seen before, but the physician does
not provide most of the care.
Principal care was discussed in terms of &dquo;continuing responsibility&dquo;
and a &dquo;commitment to meeting the majority of the patients medical needs&dquo;
and was equated with generalist care and primary physician. Note the
use of the word &dquo;commitment&dquo;-this is a strong Managing Physician
role. It is assumed that &dquo;first encounter&dquo; was included as a category be-
cause the physician cannot tell at the time of their initial visits if certain
clients will be &dquo;episodic care&dquo; or &dquo;principal care&dquo; patients.- ,
The Aiken article would have added value if &dquo;regular patient&dquo; and
&dquo;most of the patients care&dquo; were defined. Also, it probably is necessary,
at least in the initial stages of refining these concepts, to measure sepa-
rately the dimensions of depth and breadth of Managing Physician and
the duration of the relationship. Descriptions are needed of the range of
concern or care provided, the physicians role when other physicians are
involved, the expected duration of the relationship, and whether the phy-
sician assumes that he or she is only one of . the patients sources, the
central source, or the only source.
Using 1976 reports from generalist and specialist physicians on their
principal care activities and estimates of the overall use of primary care,
Aiken et al. concluded that the available supply of physicians could have
served 62 percent of the population with principal care. The Andersen
and Aday survey in 1976 for the Robert Wood Johnson Foundation, dis-
cussed earlier, reported 78 percent of the population having a &dquo;regular
doctor&dquo; and 10 percent using institutions or several doctors. Kasper and
Barrish reported 77 percent with a source in 1977. It would seem that the
Aiken et al. estimate of 62 percent should be compared to the Andersen
and Aday figures of 78 to 88 percent-the higher end of this range prob-
ably is the appropriate one-or to Kasper and Barrishs estimate of
77 percent. If the USC methodology is valid, it would suggest that from
the providers perspective the population overreports having a usual source
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or regular doctor. This certainly seems to be the case if the concept is to
mean more than simply knowing a place where one can get care. What-
ever the basis for the differences, there is clearly a large discrepancy
between the provider and patient views. As will be discussed next, the
specialists’ reports seem to exaggerate their principal care role and the
differences are probably even greater than reported.
The background documents (Robert Wood Johnson Foundation 1981)
to the Aiken paper report that specialists with narrow, procedure-ori-
ented scopes of practice (e.g., ophthalmology and otorhinolaryngology)
and those who usually deal with only one dimension of care (e.g., der-
matology and psychiatry) were included. Such specialists are usually ill-
prepared to do general or primary care. Yet, given the response patterns
of these physicians, 17 percent of the dermatologists’ encounters,
59 percent of the psychiatrists’ encounters, 42 percent of the ophthal-
mologists’ encounters, and 23 percent of the otorhinolaryngologists’ en-
counters were classified as &dquo;principal care-majority of care&dquo; encounters.
Some even reported being the &dquo;majority of care&dquo; source for the patients
entire family. This datum suggests a flaw in the methodology and an
overestimate of the degree to which specialists serve as Managing Phy-
sician. A report on the reliability and validity of the data collected in the
Robert Wood Johnson Foundation-University of Southern California study
concluded that the encounter classifications have low validity y(Perrin,
Harkins, and Marini 1978). Therefore, the discrepancy between the Aiken
estimate of available primary care and the reports of those with a usual
source is probably even greater than noted above.
The USC study did not address either the efficiency or effectiveness
of specialists in the primary care-principal care role, or whether the pri-
mary-generalist-continuing care they provide is different from that pro-
vided by nonspecialists. There is a need, if descriptions are to be useful,
to separate the providers’ &dquo;responsibility role&dquo; (depth and breadth) from
the providers’ scope of practice. A major contribution of the Aiken paper
is the response it generated; other studies have been conducted to test
the Aiken conclusions regarding the scope of practice of physicians who
act as a primary or managing physician, as well as to test the effect on
health system performance of variation in the primary or managing phy-
sicians scope of practice. These papers are discussed below.
In response to the Aiken et al. publication, researchers (Spiegel et
al. 1983) from the Rand Corporation and the University of California-Los
Angeles, noted:
its conclusion concerning primary care has a major limitation: the
identification of a primary-care patient was based largely on whether
individual physicians claimed that they provided the majority of
care for a patient. The actual number of visits that patients made to
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this physician versus other physicians, patients’ perceptions of
whether this physician was their primary physician, and whether
patients actually saw this physician for routine common complaints
or health maintenance were not assessed.
They also noted:
Lack of agreement over an appropriate definition has created a con-
comitant lack of precision in identifying those who deliver primary
care.
Spiegel and her associates set out &dquo;to determine whether three methods
of defining a primary-care physician would result in different proportions
of generalists and specialists being designated as primary-care physi-
cians&dquo;. The three methods related to (1) the type of physician named to
receive multiphasic screening results, (2) the type of physician providing
the majority of care, and (3) the type of physician providing care for
common conditions. These will be referred to, respectively, as the mul-
tiphasic screening method, the majority of care method, and the common
condition method.
This study did not establish whether the persons had an ongoing
commitment to the source identified or used. Ninety-eight percent of the
respondents named a source to which multiphasic screening results would
be sent; however, it is doubtful if this is a measure of an existing rela-
tionship and commitment. Note that this research was based on patient
reports, not reports by providers. . ’
In the multiphasic screening method, 88 percent of.the people named
a general is t-general practitioner, general internist, general pediatri-
cian-to receive the reports. The majority of care method found that
34 percent of the people who received care in a year saw a specialist for
all or a majority of that care. This is higher than the Aiken estimate (for
the relevant year) that specialists provided 17 to 19 percent of the principal
care. These are visits to a type of physician, not a physician, and they do
not measure continuity with a source.
Using the common conditions method, about 10 percent of the peo-
ple used a specialist for upper respiratory infections, hypertension, and
a general examination, while about 90 percent used a generalist for care
for each of these. The percentage of people who received all of the care
for these three reasons from one type of physician is not known. If only
10 percent of such care was provided by specialists and not necessarily
one specialist, how can specialists have a significant role as principal care
providers?
The most important finding from this study seems to be the diffi-
culty in defining primary physician and explaining the large amount of
use of multiple sources. If continuity is a basic outcome of Managing
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Physician, Patient Commitment or Concordance, these concepts would
certainly seem to exist in a very weak state in this study community.
Another project that relates to the study by Aiken and her colleagues
was an attempt by Goldberg and Dietrich (1985) to establish whether or
not there are different levels of continuity when family physicians, gen-
eral internists and subspecialty internists act as &dquo;primary&dquo; physicians.
The authors were asking: Does it make a difference in continuity if
subspecialists act as primary care physicians?
The study has a number of methodological limitations, as well as
limited generalizability. Only 40 physicians from three practice categories
were studied and there were only 368 patients identified with these phy-
sicians. All physicians were full-time employees of three large, multi-
specialty group practices. Only care delivered within the groups was
studied. Seventy-three percent of the eligible physicians agreed to par-
ticipate. The study patients were identified by the physicians as patients
who had been seen before, received regular care, and received &dquo;the ma-
jority of care from their physician&dquo;; given this, it would be expected that
continuity would be high for all study patients of all participating phy-
sicians, whatever the physicians scope of practice.
Patients who had been seen in a current three-day period were the
base population from which the &dquo;majority of care&dquo; cases were drawn. The
patients’ utilization within the group for one year prior was studied.
These criteria suggest both active cases and high continuity. Another
major problem is that the authors did not consider utilization outside the
group when computing continuity.
In spite of the limitations, the research is a valuable initial effort at
incorporating the physician’s scope of practice into study of managing
physicians and primary care. Seventy-three percent of the patients seen
during the three days by family physicians and 72 percent of the patients
seen by general internists were classified by these physicians as &dquo;majority
of care&dquo; patients; 58 percent of the patients of subspecialty internists were
so classified. The amount of continuity (&dquo;usual provider continuity&dquo;-the
proportion of visits that patients receive from their primary physician)
hardly varies for majority of care patients of physicians with different
scopes of practice. There are no statistically significant differences among
the three types of practitioners or among the five medical subspecialties
represented; the mean continuity score for the one-year study period was
about .8, with the general internists highest at .83 and the rheumatologists
lowest at .73. The number of physicians seen per year was also studied.
Although there are no statistically significant differences, the patients of
general internists and cardiologists saw an average of less than one other
physician in the year, while the patients of rheumatologists saw almost
two other physicians in the year.
328
Goldberg and Dietrich attempted, in looking at medical subspe-
cialist performance, to control for whether the patients problem and/or
diagnosis was within the subspecialists scope of practice. Although doing
this was an excellent idea, the number of observations was so small as
to make the statistical analysis useless.
Given the measure of continuity employed, the score is not inde-
pendent of the level of utilization (the lower the utilization, the higher the
probability of continuity). Goldberg and Dietrich controlled for this in
their attempt to measure continuity with subspecialists for cases within
and outside the subspecialty scope of practice. Yet, this was not done in
the analysis among the three broader types of practitioners (family phy-
sician, general internist and subspecialist internist). If the utilization rates
vary by scope of practice, the &dquo;true&dquo; continuity may not be similar for
majority of care patients being seen by the three types of physicians even
though the continuity scores are similar.
Dietrich and Goldberg (1984) also employed data from the same
sites, physicians and patients described above to establish the relation-
ship of the scope of practice of the managing physician to the provision
of preventive services. They asked: When subspecialist internists function
as managing physician does the patient obtain the same preventive ser-
vices as when generalists (family physicians and general internists) func-
tion as managing physician? For patients whom the physicians identified
as their &dquo;principal care&dquo; patients, there was no difference in the frequency
with which common preventive services were received. in a one-year
period. There was very large variation among physicians in preventive
services provided, but the scope of practice of the physician did not
contribute to explaining the difference.
In summary, there has not generally been a differentiation between
&dquo;primary&dquo; and &dquo;managing or responsible&dquo; physician. It is clear that there
are sources of &dquo;first contact&dquo; or primary care-to treat acute, minor, self-
limiting, or even chronic conditions-that do not have attributes ascribed
to the managing physician. It is also clear that specialists-and not simply
&dquo;primary specialists&dquo; such as general internists, general pediatricians and
obstetrician-gynecologists-act as managing physician. However, the roles
these specialists exhibit may be of different breadth and depth and of
different tenures (e.g., a procedure or episode) than the role of a gener-
alist. The lack of differentiation within articles (e.g., Aiken et al.) among
primary physician, continuing care, and generalist care exemplifies the
problem. There is a need to define both the physicians’ scope of practice
and their responsibility role with a patient in order to understand the
differences that may exist; the articles by Goldberg and Dietrich were an
initial effort toward this end.
There has been inadequate attention to the existence and impact of
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multiple sources and to developing a formulation for Managing Physician
in the manner that Solon, Sheps, and Lee attempted for Patient Commit-
ment. However, beginning steps are being taken; this was seen with the
Aiken et al. article. Suggested ways to improve the Aiken formulation of
types of encounters for use in initial research were presented. Any for-
mulation that incorporates multiple sources will have to take physician
scope of practice into account. Having, as one of a number of physicians,
a specialist in a &dquo;parallel practice&dquo; area, such as ophthalmology, derma-
tology or psychiatry, will probably prove of very different consequence
than having a specialist in a &dquo;hierarchical practice&dquo; area, such as neurol-
ogy, cardiology or surgery.3
Effect of Managing Physician
What research exists about the impact of the patients having a pri-
mary provider with a broad, comprehensive role who coordinates care
when other providers are employed and where processes to promote a
continuing relationship exist? Most of the literature is about programs or
experiments where the source of care had attributes that are a part of the
Managing Physician concept or had care processes that Managing Phy-
sician is expected to foster. There are no studies that definitively estab-
lished that differences in Managing Physician caused differences in the
performance of the health system. It is not that studies show no relation-
ship ; it is that there have been few studies that employed a measure that
captures the physicians’ definition of their role or the comprehensiveness,
continuity, coordination, or tenure of the relationships for the patient (let
alone measures of all of these or a combined measure) as independent
variables. And, of the few that did, most had other methodological or
data limitations. 
’
Even in regard to continuity, where there is a literature both on
measurement4 and on impact, the findings are limited. Although the stud-
ies of the impact of continuity are discussed in this section because ex-
isting studies identify continuity as an attribute of the provider, continuity
is conceived of here as an outcome of Concordance. Managing Physician
relates to the existence of structures that promote continuity (note the
phrase &dquo;continuity structures&dquo; in the following quotation), such as an
assigned physician, an appointment system, accommodating call-ins and
walk-ins, ability to contact ones physician on the phone, requiring re-
ferral from a managing physician before a specialist can be seen, and
after-hours coverage. But the actual continuity achieved is a function of
these attributes of Managing Physician as they relate to Patient Commit-
ment ; this is Concordance. Continuity is one manifestation of the degree
of Concordance.
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In reviewing the literature on the effect of continuity, Becker, Drach-
man, and Kirscht (1974) noted:
Two central difficulties have hampered attempts to ascertain the
efficacy of physician continuity. First, despite the almost universal
faith in this approach (and the higher costs it may entail), there have
been very few empirical investigations of continuity structures. Sec-
ond, those studies with controlled designs have either been limited
to particular medical populations or problems, or have had to em-
ploy control populations of staff or patients that were not compa-
rable to their counterparts in the experimental (continuity) setting.
Steinwachs (1979), in the introduction to an article about alternative mea-.
sures of continuity, noted the lack of means to measure the impacts: &dquo;the
lack of analytically useful measures of provider continuity has made it
impossible to isolate the effects of continuity on the patterns of use and
compliance.&dquo;
In discussing the contradictory findings from studies of continuity,
Breslau and Haug (1976) stated:
One possible explanation for diverse findings is the imprecise mea-
surement of continuity revealed in the literature. For example, this
variable is rarely operationally defined or measured in a way which
permits differentiation of levels of continuity, or even if continuity
was in fact achieved. 
, 
’
The &dquo;diverse findings&dquo; of the literature on continuity to which Bres-
lau and Haug referred incorporated both studies of the effect of continuity
and studies of the priority patients place on continuity. Patients do not
seem to rank continuity with one provider high relative to concerns about
ability to obtain care when needed and promptly. However, this does not
mean that continuity does not affect performance-including patient sat-
isfaction and utilization.
Breslau and Haugs own study, which induded a measure of each
clients continuity, suggested that lack of continuity led to more illness
visits. They reported that while a patients &dquo;oivn physician can often give
advice on the telephone, a physician who is unfamiliar with the case is
more likely to require an office visit.&dquo; Given the very small sample in the
study, the findings remain suggestive rather than definitive. The same
problem holds true for a paper by Poland (1976) which reported that
prenatal patients with more continuity of nurse practitioner care had a
lower rate of broken appointments than those with less continuity; there
were only 78 patients divided into three continuity groups.
A paper by Koplin, Hutchison, and Johnson (1959), like the one by
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Koplin and Daniels (1953) noted earlier, dealt with the impact of a man-
aging physician. Beneficiaries of the United Mine Workers Welfare and
Retirement Fund who had experienced a large number of hospital ad-
missions were assigned to a Fund-selected managing physician. Subse-
quent to the assignment, a significant decline occurred in the number of
admissions for these persons. There are two problems with the study.
First, since the study group had admission rates many times the average,
one would expect some movement toward the mean; without either a
control group or any control for need, the reduction in use cannot be
ascribed to the change in physician. Second, while the role of the man-
aging physician was described (but not actually measured), there was
also a change in physician-not simply a change in practice patterns.
There was also a change in payment method. Was this a study of the
difference between good and poor practice, fee-for-service or retainer
compensation, having one provider or many providers over time, or all
of these combined? The findings are consistent with the hypothesis that
a managing, responsible physician controlling a patients care leads to
&dquo;better&dquo; practice patterns. However, it is not reasonable to claim that the
article proves the hypothesis. This study also suggests that the method
of payment and organization of practice (an enrollment and assignment
process) influence Managing Physician. ,
An assumption that a strong managing, primary practitioner creates
more effective delivery patterns has been the basis for the design of a
number of delivery-financing programs including Medicaid, Medicare,
and network- or IPA-type HMOs. These are variously referred to as pri-
mary care gatekeeper, case-management, restriction, or lock-in programs.
For one (Minnesota) Medicaid program, &dquo;The objective is to concentrate
management of the recipients care in the hands of a single primary phy-
sician.... The reason for this restriction is to improve the continuity and
quality of care for the recipient while concurrently reducing Medicaid
expenditures for unnecessary or inappropriate services&dquo; (Hoffmann-
La Roche 1980). Additional objectives of some of these programs are to
place the provider at risk through a capitation payment and/or to have
one identified responsible provider for the enrollees (National Governors&dquo;
Association 1982). There are no studies with adequate controls which
definitively establish that such programs are more effective. However,
there are data showing that the cost of previously high users who are
enrolled in such programs is significantly reduced (Hoffmann-La Roche
1980). Although it is doubtful that nonenrolled recipients had parallel cost
reductions, if high utilizers are the enrollment group-similar to the sit-
uation in the Koplin, Hutchison, and Johnson study-some reduction in
utilization and cost is to be expected.
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There are studies of the impact of introducing &dquo;comprehensive&dquo; care
programs to an area or a population. One of the best known examples is
a study of the introduction of &dquo;comprehensive family-focused pediatric&dquo;
care at the children§ Hospital Medical Center in Boston in the mid-1960s
(Alpert et al. 1968; Alpert et al. 1970; Heagarty et al. 1970). The initial
article (Alpert et al. 1968) noted, &dquo;The absence of a single physician to
provide both preventive and curative services precludes the development
of any relationship between doctor and patient.&dquo; The studies reported
improvements in performance-more well visits, less sick visits, less hos-
pitalization, more patient satisfaction, and better patient knowledge about
when to use. The reason given for the reduced hospital use was: &dquo;It seems
likely that physicians with a stable relationship with their patients are
more comfortable in treating illnesses on an outpatient basis when the
indication for hospitalization is not certain. Their knowledge of the family
adds to their control of the situation&dquo; (Alpert et al. 1968).
This conclusion seems reasonable; note its similarity to the Breslau
and Haug statement presented earlier. However, it cannot be assumed
that the changes found were caused by introducing a strong Managing
Physician role. This was a teaching program with turnover of physicians
every one or two years, and physicians were available only about
25 percent of the time. There was no measure of the actual physician role
or of the continuity between patient and provider, and other changes
were introduced at the same time. Therefore, to attribute the changes
directly to a changed Managing Physician role is not appropriate. But
again, the general characteristics ascribable to a strong Managing Phy-
sician correlate with positive outcomes. 
’
Neighborhood Health Centers (NHCs) were supposed to be com-
prehensive care programs-were supposed to introduce a strong Man-
aging Physician-and it could be argued that studies about the effect of
introducing NHCs reflect the impact of a strong Managing Physician. For
example, the article selected for review here stated that, &dquo;one of the pri-
mary goals of neighborhood health centers is to provide continuity of
care that will reduce the use of emergency departments.&dquo; This paper by
Hochheiser, Woodward, and Charney (1971) dearly established that the
introduction of the NHC program reduced emergency room use. Unlike
many of the studies of the effect of introducing an NHC on hospital or
emergency room utilization, studies in which researchers faced signifi-
cant data limitations, this study is very sound. It did not, however, mea-
sure Managing Physician or continuity. This was a study, basically, of the
impact of increasing access to comprehensive primary care; it was not a
study specifically about Managing Physician. Comprehensive care pro-
grams carry the assumption of a strong Managing Physician, but the
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concepts of comprehensive care and Managing Physician are not equal
to each other.
Two studies were reviewed in a paper by Gordis and Markowitz
(1971) entitled &dquo;Evaluation of the Effectiveness of Comprehensive and
Continuous Pediatric Care.&dquo; One would assume that with this title the
research would be specific to the concept of Managing Physician. In one
study comprehensive care was provided by &dquo;a health team [with] a per-
sonal relationship of the patients to the health team ... emphasized.&dquo; In
the other study, continuous care was provided by an assigned physician.
There were no actual measures of continuity or Managing Physician. The
two studies suffered from very small sample sizes (110 patients in one
and 39 in the other), high dropout rates, a very short study period (one
year and 15 months, respectively) and unusual populations (adolescent
mothers and their infants, and Negro children or adolescents with rheu-
matic fever on oral penicillin prophylaxis). Little difference in outcomes
was found between experimental and control groups. Even if the conclu-
sions were based on stronger data, they would not be direct evidence on
the relationship of Managing Physician or continuity to system perfor-
mance as there were no actual measures of these variables.
Becker, Drachman, and Kirscht (1974) reported on a study of the
impact of continuity which employed an experimental design and does
not have some of the design limitations of other continuity studies. There
was, however, a very short (one year) study period, and there was no
measure of the degree to which continuity was actually attained. Staff
and patients of the panel-continuity clinic were far more satisfied with
a variety of dimensions of practice than were those in the clinic without
assigned physicians or continuity. Additional measures of performance,
such as patient waiting time, modification of health beliefs, appointment
keeping, and disclosure of problems, also favored the continuity clinic.
There is one study that directly addresses the relationship of con-
tinuity to quality of care and that employs measures of continuity for the
individual patient. Roos et al. (1980) use four different measures of con-
tinuity and both process and outcome measures of quality. The process
measure was conformity with criteria for tonsillectomy and adenoidec-
tomy, and the outcome measures were decreases in respiratory infection
and otitis media. The authors employ 1973-74 data from the Manitoba
Health Services Commission for persons 13 years of age or younger. No
relationship between continuity and quality is found. A basic question
that must be addressed is whether there is a reasonable rationale for
hypothesizing that continuity should be related to quality with a surgical
intervention of this type. Even if one accepts the hypothesis as reasonable,
the finding is questionable because both the measures of continuity and
334
of outcome are a function of utilization. This problem is noted by the
authors, and was also a problem in other studies discussed earlier in this
article. Another problem is that, although the authors consider variables
such as physician scope of practice (general practice vs. pediatrics) and
group vs. solo practice in explaining variation in continuity, they do not
incorporate these variables in the analysis of causes of variation in quality.
With pediatricians referring their surgery to specialists while many gen-
eral practitioners were doing their own tonsillectomy and adenoidecto-
mies, both the continuity scores and the treatment source (generalist vs.
specialist) are influenced, and there is confounding between the two
factors.
In a statement on the role of the primary physician and effectiveness
and efficiency in health care, Almy (1981) claimed &dquo;present fee schedules
offer physicians excessively strong incentives to furnish technical services
and insufficient encouragement to perform as the patients advisor, coun-
selor, and health advocate.&dquo; He went on to relate the physicians role to
the cost of care, noting that &dquo;confidence in the diagnosis of acute illnesses,
especially when supported by repeated contact with the patient in the
office or by telephone, breeds conservatism in treatment. This is one
reason why the treatment of a specific illness usually costs more in hos-
pital emergency rooms than in private offices or clinics for continuing
care.&dquo;
The appointment systems literature and the practice patterns of de-
livery systems establish that a known patient (&dquo;known&dquo;- being a function
of duration of relationship, utilization and continuity) requires shorter
service time than a new patient. One explanation for this is that in seeing
a known patient the provider has less need to establish the patients risk
factors.
The two papers by Dietrich and Goldberg (1984, 1985) discussed
earlier have not been considered as part of the literature on effect of
Managing Physician because all of the patients studied were identified
as &dquo;majority of care&dquo; or &dquo;principal care&dquo; patients of the physicians. These
studies, in a sense, held Managing Physician constant and evaluated the
effect of variation in scope of practice; they did not look at variation in
Managing Physician.
In summary, it is reasonable to conclude that comprehensive, con-
tinuity-oriented practice with the primary provider coordinating specialty
care-attributes of a strong Managing Physician-leads to more satisfied
clients and providers, and &dquo;better&dquo; utilization patterns (i.e., less emer-
gency room use, less laboratory work, fewer sick visits, less hospital use,
more preventive use, more efficient care, more compliance, and better
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appointment keeping). However, it is not possible to be more precise
about the impact of a strong Managing Physician role. It is not known,
for example, if certain of the dimensions of Managing Physician are more
important than others or if they influence particular behaviors. Further-
more, there is no information on the physician time cost that may be
needed to achieve this extended role.
PATIENT-PROVIDER CONCORDANCE
(CONCORDANCE) ,
There is no literature on the fit between Patient Commitment and
Managing Physician, which is termed Patient-Provider Concordance, or
on the impact of Concordance on system performance. Therefore, this
section on Concordance focuses primarily on definition and measurement.
Definition
Patient-Provider Concordance is the congruence that exists between
Patient Commitment and Managing Physician; it is a function of the
breadth and depth of each of these and the congruence between them.
There are two parts: each party’s (patient and physician) definition of its
own as well as the others respective role and the degree of congruence
behveen the two. There can be a degree of divergence or congruence on
both the breadth and the depth dimensions of Patient Commitment and
Managing Physician. Figure 2 portrays the hypothesized relationship.
Managing Physician and Patient Commitment interact to determine
Concordance and Concordance in turn reinforces or undermines Man-
aging Physician and Patient Commitment. High congruence of strong
Patient Commitment and strong Managing Physician should lead to pro-
cesses and outcomes that reinforce Patient Commitment and Managing
Physician. For example, high concordance on both breadth and depth
should cause patient accommodation, appointment keeping, and conti-
nuity (including coordination) and have positive effects on utilization,
compliance, satisfaction, and efficiency. These should further strengthen
Patient Commitment and Managing Physician; &dquo;It is assumed that con-
tinuity promotes a stable doctor-patient relationship&dquo; (Breslau 1982). The
existence of an interaction among Managing Physician, Patient Commit-
ment, and Concordance is supported by the observations of Rogers and
Curtis (1980): &dquo;It appears that this [the physicians] feeling of personal
responsibility (even after regular office hours) grows, as continuity of care
improves. It has also been suggested that the patient must accept certain
responsibilities to maintain the ’continuity contract’.&dquo;
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FIGURE 2 Relationship of Managing Physician and Patient
Commitment in Determining Concordance
Measures of Concordance
A direct measure of Concordance is the congruence between Man-
aging Physician and Patient Commitment on each dimension. Indirect
measures of Concordance are measures of the processes that Concordance
is expected to influence-measures of &dquo;fit&dquo; between client and system.
These areas of process performance include those already identified, con-
tinuity and patient appointment keeping, and others that would charac-
terize provider &dquo;appointment keeping&dquo;. These measure the providers
meeting client expectations by answering telephone inquiries or provid-
ing same-day appointments for patients with acute needs.
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CONCEPTUALIZATION
This section presents an overall conceptualization of factors deter-
mining Patient Commitment, Managing Physician and Concordance and
the effects of Patient Commitment, Managing Physician and Concordance
on system performance.
It has been hypothesized that three related concepts are needed for
health services research and policy analysis to characterize the relation-
ship between provider and patient. The three are Patient Commitment,
Managing Physician and Patient-Provider Concordance. Concordance is
a function of Managing Physician and Patient Commitment. Patient Com-
mitment, while primarily a function of patient characteristics, is influ-
enced by the patients perception of Managing Physician. Similarly, while
Managing Physician is basically a function of the provider characteristics
of supply, the providers perception of Patient Commitment will influence
it. Each party% view of the others behavior derives in large part from
their interaction through the care processes that characterize Concordance
and through the outcomes of care, particularly satisfaction. This concep-
tualization is portrayed in Figure 3.
The supply side characteristics assumed to be important in deter-
mining Managing Physician are characteristics of the provider, of the
practice and of the providers view of Patient Commitment. The provider
variables are their scope of practice, their perception of responsibility role
and, probably, personal characteristics such as age, sex and years of prac-
tice. The latter may prove to be encompassed within the providers per-
ception of responsibility role. The practice characteristics assumed to be
important are the quantity of supply relative to demand, the existence of
an enrollment and assignment process, the payment method, the range
of covered or insured services, and the contact mechanisms-the ap-
pointment system, the ability to see the source provider, the call-in pro-
visions, and the mechanisms for after-hours coverage. These capture the
systems definition of provider responsibility and role relative to the client
and the degree to which the system is organized to foster a Managing
Physician.
The papers by Freidson and Mann (1971) and Freidson (1973) es-
tablished that an enrollment process, capitated payment, and a broad set
of covered benefits influenced patient expectations and the physician role.
Also, a shortage of supply, a narrow scope of practice, an absence of
insurance coverage for well and preventive care or office care, and highly
structured or overloaded appointment systems can be expected to create
a weak Managing Physician. Given the assumption that Managing Phy-
sician is influenced by Patient Commitment as well as by the patients
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insurance coverage (or resources to purchase care), Managing Physician
may not be identical for all the patients of one physician.
Among the key characteristics of the supply side in determining
Managing Physician are the aspects of the organization that allow for a
continuous relationship with the client. Continuity itself, however, is not
an attribute of Managing Physician; it is viewed as an outcome of Con-
cordance. Both provider and patient behaviors influence continuity.
It is hypothesized that Patient Commitment is determined by the
patients prior exposure, present need, health concern, beliefs about proper
utilization and proper provider role, resources for purchasing health care,
and perception of Managing Physician. As noted earlier, exposure-prior
health need in the community-will influence both the existence of a
source and strength of commitment. And, greater current need, more
health concern and more resources will mean more of a desire for an
ongoing relationship and the need and means to maintain the relation-
ship. The sections of the article that deal with Those wish a Usual Source
and Llsual Source as an Independent Variable provide the basis for the hy-
pothesis on determinants of Patient Commitment.
While related, the concepts of Patient Commitment and Managing
Physician may not be symmetrical. A provider could perceive that he or
she is the patients managing physician while the patient may not view
this physician as the only or the primary source. In turn, a patient may
perceive that a physician is his or her doctor or usual source while the
physician has no reciprocal perception. This is probably the case with a
large number of those reporting a regular or personal doctor. There may
be large differences in expectations between the primary source and the
patient about the ongoing role of the primary source when specialists and
hospitalization are necessary. Certainly there can be-and often are-
large differences in the two parties’ perceptions of the appropriate breadth
of the physician role.
The three sets of variables, Patient Commitment, Managing Phy-
sician and Patient-Provider Concordance, interact to influence system per-
formance ; the patient and provider characteristics are assumed to exert
direct influence on system performance, but they also exert influence
through their role in determining Concordance which, in turn, is as-
sumed to influence and be influenced by performance.
The body of literature about the patient-provider interpersonal re-
lationship has not been considered here. Certainly the interpersonal re-
lationship between providers and patients-their roles, interactions and
communications-would seem important to the concepts defined here
and should not be ignored. A recent review article by Strecher (1982)
verified this position, reporting that personal interactions influence com-
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pliance, satisfaction and doctor shopping. The formulation of the three
concepts and their relationships presented here should help in analyzing
the patient-provider interpersonal relationship. At present, the inability
to define and measure the structural and process variables within which
the interpersonal ones operate causes difficulty in determining the amount
and pattern of influence of each. Few of the existing papers on the doctor-
patient interpersonal relationship attempt to define the existing Patient
Commitment or Managing Physician. It is assumed here that the inter-
personal behaviors influencing Concordance can be integrated within the
framework, that they will be an important dimension of it, and that
incorporation of measures of Managing Physician and Patient Commit-
ment into the research on the interpersonal relationship will allow for
increased precision in that research.
The conceptualization presents a complex pattern of interactions and
feedbacks that will be difficult to disentangle. How can causal patterns
be tested when, for example, it is hypothesized that a patient’s health
concern influences Patient Commitment, that Patient Commitment influ-
ences Concordance, that both Concordance and health concern influence
use, that use influences the patients health concern and Concordance, and
that Concordance influences Patient Commitment? Only with longitudi-
nal studies and forms of analyses that disentangle simultaneous events
can such patterns be tested.
The problem of establishing causality can be identified in the papers
about the impact of usual source on utilization, choice and satisfaction
that were discussed earlier. Although the authors employed conceptual-
izations simpler than the one presented here, in that they related usual
source directly to the dependent variable without incorporating Managing
Physician or Concordance, the causal patterns were not clear. Scitovsky,
Benham, and McCall (1979) reported a positive relationship between hav-
ing a regular source and utilization of sick and well care. Does having a
regular source cause more use because the provider is more concerned
or brings the patient back for well care? Or, do people with higher health
concern both use more and more often establish a relationship with a
provider? Or, is it that using more may cause the development of a re-
lationship ? All of these are probably operative!
Berki and Ashcraft (1979), in discussing the positive relationship
between the existence of a usual source and utilization, stated:
It could be suggested that the relationship is in fact the reverse of
the observed one. It is possible that the absence of a usual source
is associated with fewer visits because those who are healthier, and
therefore make fewer visits, are less likely to establish a continuing
relationship with a provider.
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They concluded that the causal direction is from usual source to use, but
the data were not persuasive. Since the utilization and usual source data
were from the same brief time period, the data cannot contribute to an
understanding of the pattern of causal relationships among need, usual
source and utilization. Prior need (exposure), current need and health
concern~probably influence use, which influences Patient Commitment.
Patient Commitment then influences use which, once again, will influ-
ence Patient Commitment. However, if the literature on Managing Phy-
sician is correct, those with a good fit between Patient Commitment and
Managing Physician will actually have lower use-particularly for minor
sick care-than others. And, if a provider requires less time, testing and
history taking with a known patient than with a new one, the Concord-
ance would cause the same level of need to produce different levels of
use.
The expectation that those with higher current need will have a
usual source was the rationale of Thomas and Penchansky (1984) for em-
ploying the recent acquisition of a source as a proxy for need. Their data
portrayed a negative relationship between the tenure of the relationship
and recent utilization; those who recently acquired a source had higher
use. It seems reasonable to conclude that current need causes use; that
those without a source will seek one (or a new type of need may cause
the acquisition of a new source); and that, upon entering the system,
persons with a new source will have higher use than persons with the
same level of need who have (and remain with) an existing source. In
the sample employed by Thomas and Penchansky, those recently acquir-
ing a source probably did have more need than those with no source or
those having long tenure with a source. But, higher use probably reflected
both the behaviors related to establishing a source and those related to
need. Unless the existence of a source at a prior point in time is estab-
lished, the causal pattern among current need, Patient Commitment and
use cannot be established.
Another example of the problem in establishing causality is the
confusion among satisfaction, usual source and use. Does tenure with a
source lead to satisfaction or does satisfaction lead to tenure? Does sat-
isfaction lead to more use which leads to stronger Patient Commitment?
Is there an interaction between use and satisfaction, with the salience of
satisfaction increasing as use increases (Thomas and Penchansky 1984)?
Is it in fact possible to establish causal patterns from data that derive from
one time period, as only those above some threshold of satisfaction re-
main with a source?
The Marquis, Davies, and Ware (1983) paper on patient satisfaction
and continuity attempted to deal with the issue of causality by using a
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longitudinal design. The authors equated low continuity with change in
doctor. The article related a measure of continuity in time period 2 to
satisfaction in time period T . Continuity was established relative to the
usual source in time period Z . Unless the usual source measure for time
period 1, which becomes the base for measuring continuity in time pe-
riod 2, can be shown to be independent of the continuity and satisfaction
measures, causality remains uncertain. Moreover, the measures of sat-
isfaction and continuity are probably not independent of usual source.
This is the only study that could be identified relative to issues of Patient
Commitment, Managing Physician or Concordance that employed a lon-
gitudinal design.
It is dear that the relationships among Managing Physician, Patient
Commitment and Concordance and their determinants and effects are
complex and may never be fully disentangled. However, it is also clear
that with a conceptualization to guide the research, with discriminating
measures of Patient Commitment, Managing Physician and Concordance,
with use of longitudinal designs, and with analytical methods that allow
for interaction of variables or simultaneous events it will be possible to




Concepts termed Patient Commitment, Managing -Physician and
Concordance have been defined and presented as critical dimensions of
the patient-provider relationship that must be considered in research and
policy analysis. These concepts are central to health system behaviors that
link patient and provider, and they influence both the care process and
the outcomes. Representative research about these concepts has been re-
viewed and general patterns have been identified; to date these concepts
have been imprecisely defined and measured and this has negatively
influenced the research. Refined definitions and measures of Patient
Commitment, Managing Physician and Concordance have been sug-
gested, as was a conceptualization of the relationships among these con-
cepts and of their determinants and effects.
NOTES
1. Access is being employed as a general term encompassing dimensions of
availability, accessibility, acceptability, affordability, and accommodation (Pen-
chansky 1977; Penchansky and Thomas 1981; Thomas and Penchansky 1984).
2. Discussion of the relationship of "usual source" to "access" and of employing
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the existence of a usual source as a proxy for access is outside the scope of this
article.
3. That Marquis, Davies, and Ware (1983) exclude ophthalmologists and psy-
chiatrists from consideration as a usual source supports this position.
4. The literature on measurement of continuity is not reviewed. References on
measurement of continuity are Bass and Windle 1972; Bice and Boxerman 1977;
Breslau and Reeb 1975; Eriksson and Mattsson 1983; Hennelly and Boxerman
1979; Rogers and Curtis 1980; Shortell 1976; Smedby et al. 1984; Steinwachs
1979. Some of this literature is referred to in the text because it also deals with
the impact or effect of continuity; a review article on continuity is Wall 1981.
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